Introduction
In a recent review put forward a theory concerning the integrated action of the steroid hormones of the fetal adrenal and the placenta in the onset of labour. Using the sheep as a model it was shown that before the onset of labour there is an increase in fetal cortisol production which triggers a sharp rise in oestradiol-17 f and a fall in progesterone concentration. These steroid changes cause the release of prostaglandins from the maternal decidua, resulting in myometrial contractions. This theory is supported by much experimental evidence, mainly in sheep and goats, but it has always been difficult to fit the observed facts about human labour to this animal model. The belief that the onset of labour is conditioned by a decline in placental progesterone production has long been advocated by Csapo and was given fresh impetus by a recent publication (Csapo et al., 1974) . The introduction of radioimmunoassay techniques has opened new possibilities to investigators in this field but has not established the facts. Thus Shaaban and Klopper (1973) found no consistent change in the concentrations of oestradiol-173, oestriol, or progesterone before the onset of labour while Turnbull et al. (1974) in a similar study concluded that labour was indeed preceded by a fall in progesterone and a rise in oestradiol. Nor have indirect observations resolved the argument. Pinto et al. (1964) first claimed that raising the concentration of oestrogens by administering oestradiol would precipitate labour, but Klopper (1973) There were no significant differences betweenthe two groupsthat is, none of the steroid levels gave any indication whether patients would go into labour after rupture for membranes or would require further stimulation by oxytocin. The mean (5: S.D.) oestradiol: progesterone ratio for patients who needed oxytocin infusion was 0-1537 ± 0-076 and that for the patients who did not need oxytocin was 0 2062 ± 0-135. patients the correlation coefficients between the initial steroid concentration and the total amount of oxytocin needed for delivery were: oestriol 0 2543, oestradiol-173 0 2451, and progesterone -0-0078. It is evident that neither a raised oestrogen level nor a lowered progesterone concentration was associated with a decreased oxytocin requirement. The data were also examined to see whether there was any tendency for the establishment of labour at higher or lower rates of oxytocin infusion to be associated with the steroid level. Again the initial steroid level gave no indication whether a high or a low rate of oxytocin infusion would be required to establish adequate uterine contractions.
Discussion
The research of the last 30 years has provided a substantial body of data to support the thesis that the steroid hormones of the fetoplacental unit play a role in the onset of labour. Indeed the work done by the schools of Liggins (1973 a and b) and Thorburn (Currie et al., 1973) has gone far toward explaining how these hormones exert their effect in animals. It is when the animal model is applied to women that difficulties arise. Some schools of thought maintain that the animal model can be applied more or less directly to man (Csapo, 1969; Turnbull et al., 1974) whereas others (Klopper, 1973) have found difficulty in substantiating in man what can be deduced from animal experiments. To some extent this difference between the two schools of thought is unreal. Much of the animal work is based on investigations of hormone levels within the fetoplacental unit not on the changes which occur in the peripheral maternal circulation. We are of necessity in the case of women precluded from examining the changes which occur in the maternal blood draining the uterus, let alone those which happen in the fetal circulation.
Real differences of opinion arise when human clinical applications of the animal results are sought. Our present work shows that steroid hormone levels cannot be used to predict how the uterus will respond to a labour-provoking stimulus. We have in the past adduced evidence to show that there is no pattern of change in the hormone levels of the mother's circulation which foretells the imminent onset of labour (Shaaban and Klopper, 1973) . Nor does manipulation of the steroid levels induce labour at term or prevent the onset of premature labour (Klopper, 1969) .
We are aware that the endpoints used to measure uterine response to hormonal status-onset of labour, induction-delivery interval, or oxytocin requirement-are capable of being influenced by factors other than oestrogen or progesterone concentration. In this study no allowance has been made for parity, fetal or maternal size, or cervical state. It may be that such factors have obscured a real relationship between steroid levels and the onset of labour though we believe that the numbers of patients in this study were high enough to make this unlikely. In our previous studies the experimental design often allowed for controls matched for these factors, but we were unable, nevertheless, to show a real connexion between maternal steroid levels and the onset of labour.
Introduction
There is a natural reluctance on the part of surgeons to operate on the elderly. This sentiment is reinforced by the frequent presence of associated illnesses. When conventional treatment, medical or surgical, has failed and the patient is left with lesions hazardous to life or producing distressing symptoms pressure can be brought to bear to embark on surgery even though it carries with it the risk of significant mortality and morbidity. Surgery in this group is a calculated investment in the future, when the duration and quality of life cannot be assured. Other forms of conservative therapy, therefore, are to be welcomed but require critical evaluation.
We describe our experience of gastric irradiation in such an "at-risk" group of 24 patients with peptic ulceration and oesophagitis.
Patients and Methods
Since 1955 selected patients in this unit have been treated with gastric radiotherapy though in recent years its use has been increasing. During this period 24 patients have received such treatment, most of whom were over 60 years of age (table I) . Their presenting symptoms were often multiple and consisted of dysphagia (11 cases), heartburn (8), epigastric pain (8), backache (1), and bleeding (7). The 32 lesions finally treated were oesophagitis (15 cases), oesophageal stricture (4), oesophageal ulcers (2), duodenal ulcers (4), jejunal ulcers (3), gastric ulcers (3), and a second-part duodenal ulcer (1). Altogether there were 45 associated conditions (table II) . In addition to careful history taking and clinical examination the diagnosis was established by barium-meal examination and in most cases upper gastrointestinal endoscopy. Only patients referred on account of significant persistent symptoms were considered eligible for therapy, and this implied that they had been regarded as unsuitable for elective gastric surgery because
